whose patients are included in this series.
bleeding gastritis after Polya operation by a Billroth or Roux reconstruction, vagotomy, or both vagotomy and resection.
A New Look at Recurrent Nerve Paralysis Associated with Thyroid Disease by R T J Holl-Allen MS FRCS (East Birmingham Hospital, Bordesley Green East, Birmingham 9) Recurrent laryngeal nerve paralysis is a physical sign, present in a variety of diseases within and outside the nervous system. Before an attempt can be made to relate recurrent nerve paralysis to coexistent thyroid disease, these causes must be excluded as far as possible. In patients who have the two conditions present preoperatively, it has been traditionally held that the thyroid lesion is of a malignant nature (Nager 1927 , Blackburn 1955 . In order to re-examine the hypothesis, the records of 1277 patients with proven thyroid disease alone have been examined, of which 44 were found to have malignant disease.
Recurrent Nerve Paralysis and Malignant Thyroid Disease Five patients (11.35%) were found to have coexistent recurrent nerve paralysis, a figure which agrees with the work of others (Hudson 1958 , Ceroni et al. 1963 . It is apparent that malignant disease is not invariably associated with recurrent nerve paralysis. Histological examination of the nerve in a few cases has shown no evidence of malignant infiltration. (Edema, or constriction of the nerve by malignant tissue are suggested as the principal mechanisms underlying the paralysis, although a malignant neuropathy might be considered in some cases.
Recurrent Nerve Paralysis and Co-existent Benign Thyroid Disease Fifteen cases (1.25 %) were found in the present investigation. A figure of 0.69 % found previously is probably a more accurate representation of the true incidence (Holl-Allen 1967) . Females were predominant (6.5:1), and both nerves were paralysed with approximately equal frequency (right 7: left 8). More detailed consideration of the clinical features indicated that the paralysed nerve was ipsilateral to a solitary nodule, when present; no relationship to diffuse disease being apparent. One patient was found to have an alternate paralysis (Joll 1932) . The benign thyroid lesions were varied, but included thyroiditis and thyrotoxicosis. The outcome of surgery was recovery of recurrent nerve function in 8 patients, all with solitary nodules; the recovery occurring some 21 days after exploration of the nerve. One patient developed a delayed re-paralysis. All the patients showing recovery of function had solitary nodules present, there being none among the patients with diffuse disease. In assessing the results, both idiopathic paralysis and operative nerve trauma were considered to have a minimal contribution in the final analysis. Theories relating recurrent nerve paralysis and benign thyroid disease have been proposed many times. The earliest was stretching of the nerve (Judd et al. 1918) , seen in only one case in the present series. Hemorrhage into a solitary thyroid lesion producing perithyroid edema or calcification in the wall of the lesion were considered to be of relatively minor importance. Compression of the nerve between the abnormal thyroid gland and the trachea was considered as the most feasible, all other factors having been considered, namely the normal anatomical position of the nerve at operation, tracheal deviation indicating pressure by the thyroid gland, and the time taken for recovery of function to occur.
Conclusions
Co-existent recurrent laryngeal nerve paralysis and thyroid disease are not necessarily related. If the two are considered to be effect and cause, then the thyroid disease is not necessarily malignant. Removal of a solitary thyroid adenoma in patients with ipsilateral recurrent nerve paralysis can be followed by recovery of nerve function. The importance of laryngeal assessment in the investigation of thyroid disease is emphasized.
